The aim of this study was to evaluate the prevalence of elder abuse in a rural setting. In addition, the study aimed to evaluate the association of elder abuse with psychiatric morbidity and demographic factors. Methodology: A total of 125 elderly (age ≥55 years) were evaluated for psychiatric diagnosis as per the International Classification of Diseases, 10 th revision (ICD-10) criteria by the qualified psychiatrist and were evaluated on Vulnerability to Abuse Screening Scale for elder abuse. Results: More than half (58.4%) of the participants had one psychiatric disorder, with depression being the most common. Elder abuse was seen in more than one-third (41.6%) of the study participants. Those with psychiatric morbidity had significantly higher prevalence of abuse. None of the demographic factors was associated with abuse. Conclusion: Elder abuse is highly prevalent in rural setting, especially among those with psychiatric morbidity. Implications: Considering the high prevalence of elder abuse, there is an urgent need to address the problem. Public awareness, education, and sensitization of people toward the abuse are need of the day.
States of America (USA) suggest that about 10% of the elderly experience abuse; [7] however, the figures for patients with dementia from the USA has been reported to be as high as 47.3%. [8] Data from European countries suggest the prevalence of elder abuse to be 61.1% [8] and that from countries such as Peru suggests a prevalence figure of 79.7%. [9] In terms of factors, associated with experience of elder abuse, available data suggest that elder abuse is more commonly experienced by females, those living in shared living situations, older subjects, and those with cognitive decline. [10] [11] [12] [13] [14] Elder abuse has also been shown to be associated with self-neglect, social isolation, and financial problems. [15] [16] [17] [18] [19] Apart from these factors, depression, loneliness, poor quality of life, poor physical health, living in rented housing, unemployment, and low socioeconomic profile are considered to be contributing
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Introduction E lder abuse is not a new phenomenon and it has been reported since ancient times. However, it saw a resurgence in later half of the 20 th Century, with the emergence of phrases like "granny battering" and "granny bashing." [1] [2] [3] [4] It was first described in scientific literature in 1975. [2] Although many scientific or other societies tried to define the concept of abuse in elderly or mistreatment, there is a lack of consensus on the definition of elder abuse. One of the most accepted definition was developed by Action on Elder Abuse in the United Kingdom. This definition was later adopted by the International Network for the Prevention of Elder Abuse and according to this "Elder abuse is a single or repeated act or lack of appropriate action, occurring within any relationship where there is an expectation of trust which causes harm or distress to an older person." The abuse can be seen in the form of physical abuse, psychological or emotional abuse, sexual abuse, financial abuse, and neglect. The elder abuse can be intentional or unintentional.
factors. [16, 20, 21] Abuse in elderly is most frequently perpetrated by family members, which could be due to the high rate of caregiver burnout, stress, substance use, financial problems, mental health problems, and family problems affecting the caregivers. [22] [23] [24] [25] According to the WHO, the prevalence of elder abuse varies widely from 1% to 35% [9, 26] and is influenced by many factors such as settings, definitions, and methodological issues. Data from India suggest the prevalence of elder abuse to varies from 14% to 40%, with higher prevalence in cities. [27, 28] However, there is lack of data in terms of elder abuse in rural population. The present study aimed to evaluate the prevalence of elder abuse in a rural setting. In addition, the study aimed to evaluate the association of elder abuse with psychiatric morbidity and demographic factors.
Methodology
This cross-sectional study was carried out at the rural health clinic of village Kheri situated in the Panchkula district of Haryana, which falls in the catchment area of Community Clinic of Department of Community Medicine of Postgraduate Institute of Medical Education and Research, Chandigarh. The village has 288 families and the population is 1605. Out of this, 823 were male while the females count 782 here. The illiteracy rate for the village is reported to be 31%. Only 539 people of the village are involved in paid occupation, of which 78 are entirely dependent on agriculture.
For this study, elderly (age ≥55 years) people were identified by a female health worker and were explained about the study. Those who agreed to participate were brought to the rural health clinic along with their family members who were well versed with the patient's mental and physical health status. At the rural health clinic, they were interviewed in detail by the qualified psychiatrist well versed with the local language, dialect, traditions, and customs. The patients were recruited after obtaining written informed consent and approval was obtained from the Institute Ethics Committee. Patients, who were very sick, uncooperative, and had significant cognitive decline, had psychotic symptoms against family members and those who did not provide written informed consent were excluded from the study. The study sample comprised 125 patients.
Using a semi-structured interview, based on the available information from the patient, family members, and mental status examination, psychiatric diagnosis was made as per the International Classification of Diseases, 10 th revision (ICD-10) criteria by the qualified psychiatrist, and if required, the patients were started on treatment. In addition, these patients were evaluated on Vulnerability to Abuse Screening Scale (VASS) by providing privacy.
Vulnerability to Abuse Screening Scale
This questionnaire has 12 items, with "yes" and "no" responses. It provides information on various forms of family abuse such as emotional, psychological, and verbal abuse. [29, 30] The items of the scales are further categorized into four factors, that is, vulnerability, dependence, dejection, and coercion. The vulnerability and coercion factors are reported to have high face validity for abuse and moderate-to-good construct validity. The dejection factor resembles a general measure of depression, whereas the dependence factor represents an indirect measure of vulnerability to abuse. Cronbach's alpha coefficients of various factors or domains of VASS vary from 0.31 to 0.74. For this study, VASS was translated into Hindi by following the methodology laid down by the World Health Organization.
[31]
Results
The mean age of the study population was 65.4 years (standard deviation [SD] = 6.4), and they had received formal education for a mean duration of 1.3 (SD = 2.9) years. About two-third of the study participants were female (n = 78; 62.4%) and married (n = 80; 64.0%) at the time of assessment. The majority of the people were not on paid employment (n = 111; 88.8%), were from lower socioeconomic status (n = 108; 86.4%), and more than three-fourth of the participants were living in a joint or extended families (n = 97; 77.6%) set up.
On semi-structured interview, 73 patients were diagnosed with a primary psychiatric diagnosis as per the ICD-10 criteria, with depressive disorder being the most common diagnosis, followed by somatoform disorder and anxiety spectrum disorders [ Table 1 ]. Very few patients had more than one psychiatric disorder. More than half of the participants also had concomitant comorbid physical illnesses [ Table 1 ].
As is evident from Table 2 , 41.6% of the elderly had a score of 6 or more on VASS, which is considered as a cutoff of the presence of abuse. The presence of elder abuse in various domains was considered to be present if the participant reported "yes" to at least one of the items. Accordingly, more than two-third of the elderly reported coercion and dejection, 60% reported experiencing dependence, and about half reported vulnerability to abuse.
Based on the presence or absence of elder abuse, the study sample was divided into two groups, i.e., those with and those without abuse. As shown in Table 3 , none of the demographic factors differed significantly between those with and without abuse. Among the clinical variables, those with abuse had significantly lower frequency of tobacco use/abuse and higher prevalence of psychotic symptoms.
Further, when those with and without psychiatry morbidity were compared, as is evident from Tables 4 and 5 , those with psychiatric morbidity had higher scores in all the domains and also had higher prevalence of abuse in the domains of vulnerability, dejection, and coercion.
When those with and without psychiatry morbidity were compared, those with psychiatric morbidity were significantly younger, were more often females, and were not using substances [ Table 6 ].
Discussion
Elder abuse is understood as a socially and culturally constructed phenomenon. [20] Improving the understanding of this phenomenon can help in not only understanding the extent of the problem but also will help in understanding the risk factors. This understanding can help in increasing the awareness among the public, sensitizing the clinicians in recognizing the problem in the vulnerable people, and taking appropriate measures to stop abuse and prevent further abuse. The present study was a step in this direction. According to the findings of the present study, 41.6% of the elderly participants reported experiencing abuse. In terms of abuse as per the various domains of VASS, more than two-third of the elderly reported experiencing coercion and dejection, 60% reported experiencing dependence, and about half reported vulnerability to abuse. When one attempts to compare the findings of the present study with the existing literature, it is evident that prevalence of abuse is similar to the previous studies from India, which have reported it to be 40% [27, 28] but is significantly higher than that reported in other studies, which have estimated the prevalence of elder abuse to be 14%. [27] The findings of the present study are also comparable to that reported in European and other countries [32] [33] [34] [35] [36] but are significantly higher than that reported in the from USA. [8, 37] The high prevalence indicates that there is an urgent need to recognize this problem and provide support to the vulnerable elderly. The Government of India has Law in the form of "Maintenance and Welfare of Parents and Senior Citizens Act, 2007," which has provisions for maintenance and welfare of elderly. According to this law, it is a legal obligation for children and other heirs to provide maintenance to senior citizens and parents by providing monthly allowance. This act is thought to provide protection to the elderly from abuse, but till now, this has not been implemented by all the states in the country. Further, although some states have implemented the same, there are minimal efforts in the form of awareness campaigns to make elderly aware of existence of the law and their rights. Police is also not much aware of the law and hence fail to protect the elderly. Accordingly, there is a need to develop awareness campaigns to spread the message that the elderly can seek protection using the "Maintenance and Welfare of Parents and Senior Citizens Act."
In terms of factors associated with abuse, the present study suggests that elder abuse was more common among those who had psychiatric morbidity. Previous studies from other parts of the world have also reported similar results. [38] [39] [40] However, previous studies had mainly evaluated the relationship of abuse with dementia. [41] In contrast, the present study has evaluated the association with any psychiatric morbidity. This finding suggests that elderly with psychiatric disorders are a vulnerable group to experience abuse. However, it is important to note that the present study was cross-sectional in nature and cannot provide information about cause and effect relationship between psychiatric morbidity and elder abuse. It can be hypothesized that it is quite possible that experience of abuse may lead to the development of psychiatric morbidity. However, it is also possible that elderly participants who develop psychiatric morbidity, may be neglected, because of lack of or poor contribution to the household. Future studies with longitudinal study design can possibly provide answer to the cause and effect relationship between elder abuse and psychiatric morbidity. However, considering the high prevalence of elder abuse among those with psychiatric disorders, it can be said that psychiatrists managing elderly patients should routinely inquire about the elder abuse and increase the awareness of the elderly about their rights.
The present study has certain limitations. This was a cross-sectional study. The study did not attempt to evaluate the perpetuators of elder abuse nor did the study evaluate the awareness of elderly about the existing law. Although the present study shows that elder abuse is more common among those who have psychiatric morbidity, no cause-effect relationship can be concluded. The study sample was recruited by purposive sampling, was relatively small, and was limited to rural setting. The study also did not evaluate other factors such as social support, self-esteem, living situation in terms of privacy, and sexual abuse faced by the elderly. However, the present study has certain strengths in the form of psychiatric diagnosis being made by a qualified psychiatrist rather than based on screening questionnaire and evaluation of abuse by a clinician by providing privacy to the patient.
Conclusion
The present study suggests that elder abuse is common in the Indian setting, especially among those with mental illnesses. Considering the high prevalence of elder abuse, there is an urgent need to address the problem. Public awareness, education, and sensitization of people toward the abuse are the need of the hour. There is also a need to improve the awareness of the clinicians dealing with geriatric patients. All such clinicians should screen the elderly for abuse and must make them aware about their rights. There is also a need to develop legal aid cells to provide legal aid to the elderly facing abuse in the hands of their children, other heirs, and significant others.
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